The results of treating lung carcinoma by removing the growth in each case in which the lesion is explored by thoracotomy in a consecutive series are presented in this paper. This attempt to remove the lung containing the growth, whatever its local extent, originated in three principal considerations: that surgical removal offers at present the only hope of cure, that resection of the growth is the best palliative procedure available (Thompson, 1952; Ochsner, Ray, and Acree, 1954) , and that the results, in terms of palliation, of exploration only are so poor. Clearly the major issue with which this contribution is concerned is whether it is more beneficial to resect a locally advanced growth even though portions are not eradicated than to close the chest with minimum exploration and treat the patient by some alternative palliative method such as deep x-ray therapy. A distinction must be made between the objectives of this palliative operation and the radical pneumonectomy with block dissection of glands recently described by Brock and Whytehead (1955) . One is classical cancer surgery; to accept the other a material change of outlook on the place of surgery in lung cancer would be required. A number of factors prevent a sound conclusion being reached on the wisdom of palliative resection. There would not be, for instance, general agreement that resection is the best palliative, nor are the criteria of what constitutes a good palliative treatment immediately obvious, especially in the patient symptomless at the time of operation, unless each individual case of a series is discussed separately. There are also differences of opinion about the pre-operative signs of an inoperable lesion. It could be maintained that a number of the lesions in this series would be considered inoperable if such examinations as a barium swallow, angiocardiography, and two-plane tomography had been more consistently used as a routine investigation. To withhold operation and deny all chance of cure, therefore, on the evidence of one or other of these ancillary investigations, particularly in the young robust patient, is a decision of some gravity. Only in the circumstances of making patients symptomatically worse by performing palliative pneumonectomy or of a prohibitive operative mortality were we prepared to alter this policy of resecting the lesion on each occasion that a decision to operate had been reached.
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There has been no intentional operating on clearly inoperable lesions, and the effect of resecting the lesion as against closing the chest, where extension is more locally advanced than could be anticipated pre-operatively, is the only matter for discussion. 
THE OPERATION
At operation the patient was placed in the facedown (Overholt) position, and in the general conduct of the operation the accounts of pneumonectomy in the face-down position by Sellors (1950 Sellors ( , 1952 have been closely followed. Only the features peculiar to a palliative procedure need be described. The most significant of these is that the actual growth must be transected in completing the resection, and it is with the results of this, the palliative operation, that this paper is concerned. Two principles were followed in isolating and securing the structures from within the malignant mass at the hilum. One, that control of the hilum might be obtained by dividing the pericardium along its whole circumference, when possible before the hilar dissection is started; the other that the least involved part of the hilum is dissected first. Although initially it seemed probable that the vessels would present the greatest difficulty, it is in fact on the state of the main bronchus, especially on the left side, on which resectability finally depends, and for this reason the pre-operative bronchoscopy to assess the involvement of the carina, main stem bronchus and the lower trachea is the most informative means of determining resectability. While the pulmonary vessels in these growths of surgical dimensions can be secured in some fashion or other, the bronchus, if involved beyond the limits where normal bronchus or trachea can be reached, may have to be sutured with growth in situ, thus increasing the liability to fistula formation. In this event the palliative value of the operation is immediately jeopardized. Repeated improvisation is the essential tactic for dissection of the hilum when the growth is advanced, and some experiences of this process will be described. The bronchus on the right side after division of the azygos vein presents no problem. Any subcarinal glands because of their relatively safe position are forcibly freed, and if division of the main stem bronchus needs to be at the level of the carina the tracheal wall can be sutured. On the left side extension around the bronchus and its fixity to the aortic arch may result in growth, either in glands or in the mucosa itself, being included in the suture line. Of the two broncho-pleural fistulae that ensued, both followed resection of left-sided main stem growths and in each case the patient died in hospital. By piecemeal removal of growth from under the arch a sufficient amount may be cleared to allow a clear bronchial suture line. In one case the aortic arch was mobilized by division of six pairs of intercostals, the divided bronchus delivered above the arch and the tracheal wall sutured after excision of the residual growth on the bronchus. A satisfactory immediate result was obtained.
The right pulmonary artery in its intrapericardial course seems almost immune from direct invasion by growth. In the 73 right-sided operations the artery was secured in every case and in none was it necessary to leave growth in or around the divided stump. In its more peripheral course, however, the right pulmonary artery may be inextricably fixed to the superior vena cava by spread from an upper lobe growth. An essential preliminary to exposure of the artery, with the patient in the prone position, is division of the main bronchus and strong lateral retraction of the growth and glands lying between the oesophagus and the posterior pericardium. In this way an area of pericardium is exposed, and, by picking up the membrane overlying the space between the pulmonary artery and the upper pulmonary vein, the pericardial cavity is entered and the artery secured.
In five of the right-sided operations the artery was clamped, divided, and sutured within the pericardium. This was done not necessarily because of an insufficient length of artery to ligate, but by so doing a wider margin free from growth is obtained. What appears to be an adequate length EFFECT OF RAISING RESECTABlLITY RATE FOR LUNG CANCER of artery may, after ligation in continuity, be reduced to indivisible proportions through the contracting effect of the ligature. A half-centimetre length of artery protruding through the jaws of a centrally placed clamp, is sufficient to insert a number of interrupted haemostatic sutures into. In contrast to the invulnerability of the intrapericardial right pulmonary artery, the left-sided and the main pulmonary artery may both be involved by growth, commonly at the site of origin of one from the other. Various methods have been used to contain the artery before division. The most helpful of these is to leave this part of the hilar dissection to the last, and by judicious manipulation of the mobilized lung a controllable length of the artery becomes available. In one case a Potts-Smith clamp was applied around the main pulmonary artery before division and suture of the branch to the left lung. In two other cases prolonged pressure on a suture line on the main trunk, which appeared unsound after release of a clamp, was necessary, and in one of these obstruction to the right heart outflow, by holding the main pul- (Table I) .
The pulmonary veins and atrium may be encroached on in a number of different ways. Alwyn (1951) has amply discussed the subject. Commonly involvement is by spread of growth along the outside of the vein on to the wall of the auricle. In favourable circumstances a clamp may be placed across the atrial wall to include all the growth in the excision. In more advanced lesions the clamp is so placed as to include as much of the growth as possible. If this position of the clamp causes an alteration of cardiac rhythm and fall in blood pressure it is readjusted immediately to cause less constriction of the chamber. In this way one may be forced into G cutting across growth on the atrium, and sewing through it, to shut the atrium before removing the clamp. One early case had a lung tourniquet carrying picture cord placed around the growth on the atrium, at a stage when no other means of completing the operation seemed available. On cutting through the growth it was seen to be almost fluid, and so deeply had the cord sunk in that its removal from the atrium was impossible. The two limbs of the cord were firmly ligated together and the lung and instrument cut free leaving the cord as the haemostatic around the atrium. The patient (Case W. B., Table II Of all the vessels which may be entangled by growth, the superior vena cava seems least tolerant of operative intervention on this evidence, and is the exception to the generalization that the state of the great vessels is of secondary importance to that of the main bronchus in assessing the immediate risk of palliative resection. Three patients had microscopically confirmed involvement of rib requiring removal of portions of the chest wall. One of these patients exhibited the unusual symptom of recurrent episodes of subcutaneous surgical emphysema from a communication between a breaking down neoplasm of the lower lobe and the subcutaneous tissues. He lived in comfort for seven months after operation.
Although superficial fixation of mediastinal glands to the oesophageal wall is usual, the mucosa has not been eroded in any case of the series; these glands have therefore been more readily freed than would have been the practice had experience shown erosion through to the mucosa to be commonplace. Clearance of deeply placed glands was associated with a tear of the contralateral pleura on one occasion without ill effect on the patient's convalescence. In another patient a segment of the oesophagus was found to be involved by direct spread of growth from the right lower lobe. A wedge of oesophagus was resected, the ends reunited, and the pneumonectomy completed. Although this patient returned to work seven weeks after operation he died from an acute respiratory illness five months later.
The four patients with unresectable growths had left-sided tumours, and showed radiographic evidence of hilar gland enlargement, and the bronchoscopic findings indicated fixity of the main bronchus on the side of the growth. In two of these patients the gland mass presented as part of the wall of the aorta along the whole concavity of the arch; in a third the pulmonary artery was sutured at its origin, but the patient's condition deteriorated to such an extent following a difficult dissection of the mediastinum that the operation was not completed. In all but two of the survivors (36) were able to leave hospital for their homes before the sixteenth postoperative day, an important aspect of a palliative procedure. These patients were observed at frequent intervals and the operation was con- A good palliative procedure in the management of lung cancer can be regarded as one which lengthens the interval of time between diagnosis and the necessity for narcotics and reduces the period during which these drugs are necessary. The latter period when the patient is more or less incapable of caring for himself corresponds to the terminal illness. This tortuous definition takes into account the patient with an advanced growth symptomless at the time of operation whose future must be considered. The effect of palliative resection on the length of the terminal illness has been judged by the following simple method. The survivors of palliative resection were observed at 
